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Question 1 
ID: 54856 


Correct 


Y Fag question 


EER 


Which pathogen is the most common cause of vulvovaginal candidiasis (VVC)? 


Select one: 
Candida ~ 
EE Rose Wang (ID:113212) this answer is correct. The most common pathogen responsible 
for VVC is Candida albicans. The rest are caused by non-Candida albicans species, 
including Candida glabrata. 
Candida glabrata % 


Candida krusei % 
Candida auris % 


Marks for this submission: 1.0/1.0. 


TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 
To understand the microbiology, pathophysiology, and risk factors for common fungal infections. 


BACKGROUND: 


Vulvovaginal candidiasis (VVC) is a superficial fungal infection in women with or without symptoms who have 
positive vaginal cultures for Candida species, Depending on episodic frequency, VVC can be classified as 
either sporadic or recurrent. VVC may also be defined as uncomplicated, which refers to sporadic infections 
that are susceptible to all forms of antifungal therapy regardless of the duration of treatment, or 
complicated. Complicated VVC includes recurrent VVC, severe disease, non-Candida albicans candidiasis, and 
host factors, including diabetes, immunosuppression, and pregnancy. The most common pathogen 
responsible for WC is Candida albicans. The rest are caused by non-Candida albicans species, including 
Candida glabrata. Candida species may be commensal members of the vaginal flora, 10-20% of women of 
reproductive age are colonized with Candida species and asymptomatic. 


Risk factors that may predispose patients to VVC include contraceptive agents (e.g. diaphragms with 
spermicide use, contraceptive sponges, intrauterine devices), antibiotic use, a diet consisting of excessive 
refined carbohydrates, douching, and wearing tight-fitting clothing. VVC is not considered a sexually 
transmitted disease, but the frequency of VVC significantly increases when women become sexually active. 
WC occurs rarely before menarche and the incidence increases dramatically after about age 20, with the 
peak incidence between age 30 and 40. Up to 75% of females experience one episode of symptomatic VVC 
in their lifetime. 


Symptoms associated with VVC include intense vulvar itching, soreness, irritation, burning on urination, and 
dyspareunia, Signs include erythema, edema, as well as white, clumpy and curdy, cheese-like vaginal 
discharge, and edema. A reliable diagnosis of VVC cannot be made without laboratory tests. The vaginal pH 
remains normal in VVC and microscopic investigation should detect blastospores or pseudohyphae. Vaginal 
cultures are typically not required to diagnose uncomplicated VVC, but should be collected in patients 
presenting with signs and symptoms of VVC and a normal vaginal pH, but microscopy is inconclusive or 
recurrence is suspected. 


The goal of therapy is complete resolution of symptoms in women with symptomatic VVC. Asymptomatic 
colonization with Candida species does not need to be treated with antifungals. If symptoms resolve after 
treatment, a test of cure is not required, Uncomplicated VVC can be treated with intravaginal azoles or a 
single 150 mg dose of oral fluconazole. Vaginal nystatin is less effective than vaginal azoles, and thus is not 
recommended. Options for topical azoles include clotrimazole, available as a vaginal cream and vaginal 
tablet, and miconazole, available as a vaginal cream and vaginal ovule. 


In terms of non-pharmacological measures, patients should be advised to avoid harsh soaps and perfumes 
that may cause or worsen vulvar irritation. The vaginal area should be kept clean and dry by avoiding tight 
clothing and frequent or prolonged hot tub use. Douching is not recommended for prevention or treatment 
of VVC, and may actually predispose patients to VVC. The role of probiotics in the treatment of VVC remains 
unclear. 


RATIONALE: 
Correct Answer: 


* Candida albicans - The most common pathogen responsible for VVC is Candida albicans. The rest are 
caused by non-Candida albicans species, including Candida glabrata. 


Incorrect Answers: 


* Candida glabrata - The most common pathogen responsible for VVC is Candida albicans. The rest 
are caused by non-Candida albicans species, including Candida glabrata. 


Question 2 
1D: 54866 


Corect 


© Candida krusei - The most common pathogen responsible for VVC is Candida albicans. The rest are 
caused by non-Candida albicans species, including Candida glabrata. 


* Candida auris - The most common pathogen responsible for VVC is Candida albicans. The rest are 
caused by non-Candida albicans species, including Candida glabrata. 


TAKEAWAY/KEY POINTS: 


The most common pathogen responsible for VVC is Candida albicans. The rest are caused by non-Candida 
albicans species, including Candida glabrata. 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L., eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L. eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York. NY: McGraw-Hill 


The correct answer is: Candida albicans 


Which of the following is NOT a risk factor for vulvovaginal candidiasis (VVC)? 


Select one: 


Use of diaphragms with spermicides % 


Douching * 

Intraurterine devices X 

Advanced ¥ 

ae ois Rose Wang (ID:113212) this answer is correct. VVC occurs rarely before menarche 


and the incidence increases dramatically after about age 20, with the peak incidence 
between age 30 and 40. 


Marks for this submission: 1.0/1.0. 
TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 
To understand the microbiology, pathophysiology, and risk factors for common fungal infections. 


BACKGROUND: 


Vulvovaginal candidiasis (VVC) is a superficial fungal infection in women with or without symptoms who have 
positive vaginal cultures for Candida species. Depending on episodic frequency, VVC can be classified as 
either sporadic or recurrent. VVC may also be defined as uncomplicated, which refers to sporadic infections 
that are susceptible to all forms of antifungal therapy regardless of the duration of treatment, or 
complicated. Complicated VVC includes recurrent VVC, severe disease, non-Candida albicans candidiasis, and 
host factors, including diabetes, immunosuppression, and pregnancy. The most common pathogen 
responsible for WC is Candida albicans, The rest are caused by non-Candida albicans species, including 
Candida glabrata. Candida species may be commensal members of the vaginal flora, 10-20% of women of 
reproductive age are colonized with Candida species and asymptomatic. 


Risk factors that may predispose patients to VVC include contraceptive agents (e.g. diaphragms with 
spermicide use, contraceptive sponges, intrauterine devices), antibiotic use, a diet consisting of excessive 
refined carbohydrates, douching, and wearing tight-fitting clothing. VVC is not considered a sexually 
transmitted disease, but the frequency of VVC significantly increases when women become sexually active. 
WC occurs rarely before menarche and the incidence increases dramatically after about age 20, with the 
peak incidence between age 30 and 40. Up to 75% of females experience one episode of symptomatic VVC 
in their lifetime. 


Symptoms associated with VVC include intense vulvar itching, soreness, irritation, burning on urination, and 
dyspareunia, Signs include erythema, edema, as well as white, clumpy and curdy, cheese-like vaginal 
discharge, and edema. A reliable diagnosis of VVC cannot be made without laboratory tests. The vaginal pH 
remains normal in VVC and microscopic investigation should detect blastospores or pseudohyphae. Vaginal 
cultures are typically not required to diagnose uncomplicated VVC, but should be collected in patients 
presenting with signs and symptoms of VVC and a normal vaginal pH, but microscopy is inconclusive or 
recurrence is suspected. 


The goal of therapy is complete resolution of symptoms in women with symptomatic VVC. Asymptomatic 
colonization with Candida species does not need to be treated with antifungals. If symptoms resolve after 
treatment, a test of cure is not required, Symptoms should generally be expected to resolve within 24 - 48 
hours of initiating antifungal treatment. Uncomplicated VVC can be treated with intravaginal azoles or a 
single 150 mg dose of oral fluconazole. Vaginal nystatin is less effective than vaginal azoles, and thus is not 
recommended. Options for topical azoles include clotrimazole, available as a vaginal cream and vaginal 
tablet, and miconazole, available as a vaginal cream and vaginal ovule. 


In terms of non-pharmacological measures, patients should be advised to avoid harsh soaps and perfumes 
that may cause or worsen vulvar irritation. The vaginal area should be kept clean and dry by avoiding tight 
clothing and frequent or prolonged hot tub use. Douching is not recommended for prevention or treatment 
of VVC, and may actually predispose patients to VVC. The role of probiotics in the treatment of VVC remains 
unclear. 


RATIONALE: 


Correct Answer: 


Question 3 
1D: 54857 


Incorrect 


Ges 


* Advanced age - VVC occurs rarely before menarche and the incidence increases dramatically after 
about age 20, with the peak incidence between age 30 and 40. 


Incorrect Answers: 


* Use of diaphragms with spermicides - Risk factors that may predispose patients to VVC include 
contraceptive agents (e.g. diaphragms with spermicide use, contraceptive sponges, intrauterine 
devices), antibiotic use, a diet consisting of excessive refined carbohydrates, douching, and wearing 
tight-fitting clothing. 


Douching - Risk factors that may predispose patients to VVC include contraceptive agents (e.g. 
diaphragms with spermicide use, contraceptive sponges, intrauterine devices), antibiotic use, a diet 
consisting of excessive refined carbohydrates, douching, and wearing tight-fitting clothing. 


Intrauterine devices - Risk factors that may predispose patients to VVC include contraceptive agents 
(e.g. diaphragms with spermicide use, contraceptive sponges, intrauterine devices), antibiotic use, a 
diet consisting of excessive refined carbohydrates, douching, and wearing tight-fitting clothing. 


TAKEAWAY/KEY POINTS: 


Risk factors that may predispose patients to VVC include contraceptive agents (e.g. diaphragms with 
spermicide use, contraceptive sponges, intrauterine devices), antibiotic use, a diet consisting of excessive 
refined carbohydrates, douching, and wearing tight-fitting clothing. VVC occurs rarely before menarche and 
the incidence increases dramatically after about age 20, with the peak incidence between age 30 and 40. 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L. eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L. eds. Pharmacotherapy: A Fathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Advanced age 


Which of the following is NOT consistent with vulvovaginal candidiasis (VVC)? 


Select one: 


Intense vulvar itching and buming upon urination % 
White, clumpy, curdy vaginal discharge X 
Vaginal pH greater than 4.5 V 


Microscopic findings X 
of blastospores or 
pseudohyphae 


Rose Wang (ID:113212) this answer is incorrect. The vaginal pH remains 
normal (i.e. less than 4.5) in VVC and microscopic investigation should 
detect blastospores or pseudohyphae. 


Mares for this submission: 0.0/1.0. 


TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 


To understand the microbiology, pathophysiology, and risk factors for common fungal infections. 


BACKGROUND: 


Vulvovaginal candidiasis (VVC) is a superficial fungal infection in women with or without symptoms who have 
positive vaginal cultures for Candida species. Depending on episodic frequency, VVC can be classified as 
either sporadic or recurrent. VVC may also be defined as uncomplicated, which refers to sporadic infections 
that are susceptible to all forms of antifungal therapy regardless of the duration of treatment, or 
complicated. Complicated VVC includes recurrent VVC, severe disease, non-Candida albicans candidiasis, and 
host factors, including diabetes, immunosuppression, and pregnancy. The most common pathogen 
responsible for WC is Candida albicans, The rest are caused by non-Candida albicans species, including 
Candida glabrata. Candida species may be commensal members of the vaginal flora, 10-20% of women of 
reproductive age are colonized with Candida species and asymptomatic. 


Risk factors that may predispose patients to VVC include contraceptive agents (e.g. diaphragms with 
spermicide use, contraceptive sponges, intrauterine devices), antibiotic use, a diet consisting of excessive 
refined carbohydrates, douching, and wearing tight-fitting clothing. VVC is not considered a sexually 
transmitted disease, but the frequency of VVC significantly increases when women become sexually active. 
WC occurs rarely before menarche and the incidence increases dramatically after about age 20, with the 
peak incidence between age 30 and 40, Up to 75% of females experience one episode of symptomatic VVC 
in their lifetime. 


Symptoms associated with VVC include intense vulvar itching, soreness, irritation, burning on urination, and 
dyspareunia, Signs include erythema, edema, as well as white, clumpy and curdy, cheese-like vaginal 
discharge, and edema. A reliable diagnosis of VVC cannot be made without laboratory tests. The vaginal pH 
remains normal (i.e. less than 4.5) in VVC and microscopic investigation should detect blastospores or 
pseudohyphae. Vaginal cultures are typically not required to diagnose uncomplicated VVC, but should be 
collected in patients presenting with signs and symptoms of WC and a normal vaginal pH, but microscopy is 
inconclusive or recurrence is suspected. 


The goal of therapy is complete resolution of symptoms in women with symptomatic VVC. Asymptomatic 
colonization with Candida species does not need to be treated with antifungals. If symptoms resolve after 


Question 4 
1D: 54858 


treatment, a test ot cure ıs not required. Symptoms should generally be expected to resolve within 24-48 
hours of initiating antifungal treatment. Uncomplicated VVC can be treated with intravaginal azoles or a 
single 150 mg dose of oral fluconazole. Vaginal nystatin is less effective than vaginal azoles, and thus is not 
recommended. Options for topical azoles include clotrimazole, available as a vaginal cream and vaginal 
tablet, and miconazole, available as a vaginal cream and vaginal ovule. 


In terms of non-pharmacological measures, patients should be advised to avoid harsh soaps and perfumes 
that may cause or worsen vulvar irritation. The vaginal area should be kept clean and dry by avoiding tight 
clothing and frequent or prolonged hot tub use. Douching is not recommended for prevention or treatment 
of VVC and may actually predispose patients to VVC. The role of probiotics in the treatment of VVC remains 
unclear. 


RATIONALE: 
Correct Answer: 


* Vaginal pH greater than 4.5 - The vaginal pH remains normal (i.e. less than 4.5) in VVC and 
microscopic investigation should detect blastospores or pseudohyphae. 


Incorrect Answers: 


* Intense vulvar itching and burning upon urination - Symptoms associated with VVC include intense 
vulvar itching, soreness, irritation, burning on urination, and dyspareunia. 


* White, clumpy, curdy vaginal discharge - Signs of VVC include erythema, edema, as well as white, 
clumpy, and curdy, cheese-like vaginal discharge, and edema. 


* Microscopic findings of blastospores or pseudohyphae - The vaginal pH remains normal (ie. less 
than 4.5) in VVC and microscopic investigation should detect blastospores or pseudohyphae. 


TAKEAWAY/KEY POINTS: 


Symptoms associated with VVC include intense vulvar itching, soreness, irritation, burning on urination, and 
dyspareunia, Signs include erythema, edema, as well as white, clumpy and curdy, cheese-like vaginal 
discharge, and edema. The vaginal pH remains normal (i.e. less than 4.5) in VVC and microscopic 
investigation should detect blastospores or pseudohyphae. 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey 
L. eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L. eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Vaginal pH greater than 4.5 


Which of the following statements is true regarding the treatment of vulvovaginal candidiasis (VVC)? 


Select one: 


Asymptomatic {v 
colonization with 

Candida species does 

not need to be treated 


Rose Wang (ID: 113212) this answer is correct. Patients with 
asymptomatic colonization with Candida species do not require 
treatment with antifungals, as Candida species may be commensal 
members of the vaginal flora. 


Vaginal azoles and nystatin are recommended for the treatment of VVC ¥ 
Oral antifungals should not be used to treat uncomplicated VVC X 


A test of cure is required after treatment with topical antifungals X 


Marks for this submission: 1.0/1.0. 


TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 
To understand the management of common fungal infections. 


BACKGROUND: 


Vulvovaginal candidiasis (VVC) is a superficial fungal infection in women with or without symptoms who have 
positive vaginal cultures for Candida species. Depending on episodic frequency, VVC can be classified as 
either sporadic or recurrent. VVC may also be defined as uncomplicated, which refers to sporadic infections 
that are susceptible to all forms of antifungal therapy regardless of the duration of treatment, or 
complicated. Complicated VVC includes recurrent VVC, severe disease, non-Candida albicans candidiasis, and 
host factors, including diabetes, immunosuppression, and pregnancy. The most common pathogen 
responsible for WC is Candida albicans, The rest are caused by non-Candida albicans species, including 
Candida glabrata, Candida species may be commensal members of the vaginal flora. 10-20% of women of 
reproductive age are colonized with Candida species and asymptomatic. 


Risk factors that may predispose patients to VVC include contraceptive agents (e.g., diaphragms with 
spermicide use, contraceptive sponges, intrauterine devices), antibiotic use, a diet consisting of excessive 
refined carbohydrates, douching, and wearing tight-fitting clothing. VVC is not considered a sexually 
transmitted disease, but the frequency of VVC significantly increases when women become sexually active. 
WC occurs rarely before menarche and the incidence increases dramatically after about age 20, with the 


Question 5 
1D: 54859 


Corect 


peak inciaence petween age su ana 4u. Up 10 /3% ot Temales experience one episode ot symptomatic vvt 
in their lifetime. 


Symptoms associated with VVC include intense vulvar itching, soreness, irritation, burning on urination, and 
dyspareunia, Signs include erythema, edema, as well as white, clumpy and curdy, cheese-like vaginal 
discharge, and edema. A reliable diagnosis of VVC cannot be made without laboratory tests. The vaginal pH 
remains normal (i.e., less than 4.5) in VVC, and microscopic investigation should detect blastospores or 
pseudohyphae. Vaginal cultures are typically not required to diagnose uncomplicated VVC, but should be 
collected in patients presenting with signs and symptoms of WC and a normal vaginal pH, but microscopy is 
inconclusive or recurrence is suspected. 


The goal of therapy is complete resolution of symptoms in women with symptomatic VVC. Asymptomatic 
colonization with Candida species does not need to be treated with antifungals. If symptoms resolve after 
treatment, a test of cure is not required. Symptoms should generally be expected to resolve within 24 - 48 
hours of initiating antifungal treatment. Uncomplicated VVC can be treated with intravaginal azoles or a 
single 150 mg dose of oral fluconazole. Vaginal nystatin is less effective than vaginal azoles, and thus is not 
recommended. Options for topical azoles include clotrimazole, available as a vaginal cream and vaginal 
tablet, and miconazole, available as a vaginal cream and vaginal ovule. 


In terms of non-pharmacological measures, patients should be advised to avoid harsh soaps and perfumes 
that may cause or worsen vulvar irritation. The vaginal area should be kept clean and dry by avoiding tight 
clothing and frequent or prolonged hot tub use. Douching is not recommended for prevention or treatment 
of VVC, and may actually predispose patients to VVC. The role of probiotics in the treatment of VVC remains 
unclear. 


RATIONALE: 
Correct Answer: 


* Asymptomatic colonization with Candida species does not need to be treated - Patients with 
asymptomatic colonization with Candida species do not require treatment with antifungals, as 
Candida species may be commensal members of the vaginal flora. 


Incorrect Answers: 


* Vaginal azoles and nystatin are recommended for the treatment of VVC - Vaginal nystatin is less 
effective than vaginal azoles, and thus is not recommended. 


* Oral antifungals should not be used to treat uncomplicated VVC - Uncomplicated VVC can be 
treated with intravaginal azoles or a single 150 mg dose of oral fluconazole. 


* A test of cure is required after treatment with topical antifungals - If symptoms resolve after 
treatment, a test of cure is not required. 


TAKEAWAY/KEY POINTS: 


Patients with asymptomatic colonization with Candida species do not require treatment with antifungals, as 
Candida species may be commensal members of the vaginal flora. Uncomplicated VVC can be treated with 
intravaginal azoles or a single 150 mg dose of oral fluconazole, and a test of cure is not required if symptoms 
resolve after treatment. Vaginal nystatin is less effective than vaginal azoles, and thus is not recommended. 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L, eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L, eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Asymptomatic colonization with Candida species does not need to be treated 


Which of the following statements regarding non-pharmacological measures for vulvovaginal candidiasis 
(VVC) is FALSE? 


Select one: 
Harsh soaps.and perfumes should be avoided * 
Douching is not recommended for preventing or treating VVC * 


Regularhottubuseis ¥ 
recommended to clean 
the vaginal area 


Rose Wang (ID:1]3212) this answer is correct. The vaginal area 
should be kept clean and dry by avoiding tight clothing and frequent 
or prolonged hob tub use. 


Patients should avoid wearing tight clothing % 


Marks for this submission: 1.0/1.0. 
TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 
To understand the management of common fungal infections. 


BACKGROUND: 
Vulvovaainal candidiasis (VVC) is a superficial funaal infection in women with or without symptoms who have 


Question 6 
ID: 54860 


Incorrect 


positive vaginal cultures for Candida Species. Depending on episodic frequency, VVC can be classified as 
either sporadic or recurrent. VVC may also be defined as uncomplicated, which refers to sporadic infections 
that are susceptible to all forms of antifungal therapy regardless of the duration of treatment, or 
complicated. Complicated VVC includes recurrent VVC, severe disease, non-Candida albicans candidiasis, and 
host factors, including diabetes, immunosuppression, and pregnancy. The most common pathogen 
responsible for VVC is Candida albicans, The rest are caused by non-Candida albicans species, including 
Candida glabrata. Candida species may be commensal members of the vaginal flora. 10-20% of women of 
reproductive age are colonized with Candida species and asymptomatic. 


Risk factors that may predispose patients to VVC include contraceptive agents (e.g. diaphragms with 
spermicide use, contraceptive sponges, intrauterine devices), antibiotic use, a diet consisting of excessive 
refined carbohydrates, douching, and wearing tight-fitting clothing. VVC is not considered a sexually 
transmitted disease, but the frequency of VVC significantly increases when women become sexually active. 
WC occurs rarely before menarche and the incidence increases dramatically after about age 20, with the 
peak incidence between age 30 and 40. Up to 75% of females experience one episode of symptomatic VVC 
in their lifetime. 


Symptoms associated with VVC include intense vulvar itching, soreness, irritation, burning on urination, and 
dyspareunia, Signs include erythema, edema, as well as white, clumpy and curdy, cheese-like vaginal 
discharge, and edema. A reliable diagnosis of VVC cannot be made without laboratory tests. The vaginal pH 
remains normal (Le. less than 4.5) in VVC and microscopic investigation should detect blastospores or 
pseudohyphae. Vaginal cultures are typically not required to diagnose uncomplicated VVC, but should be 
collected in patients presenting with signs and symptoms of WC and a normal vaginal pH, but microscopy is 
inconclusive or recurrence is suspected. 


The goal of therapy is complete resolution of symptoms in women with symptomatic VVC. Asymptomatic 
colonization with Candida species does not need to be treated with antifungals. If symptoms resolve after 
treatment, a test of cure is not required. Symptoms should generally be expected to resolve within 24 - 48 
hours of initiating antifungal treatment. Uncomplicated WC can be treated with intravaginal azoles or a 
single 150 mg dose of oral fluconazole. Vaginal nystatin is less effective than vaginal azoles, and thus is not 
recommended. Options for topical azoles include clotrimazole, available as a vaginal cream and vaginal 
tablet, and miconazole, available as a vaginal cream and vaginal ovule. 


In terms of non-pharmacolagical measures, patients should be advised to avoid harsh soaps and perfumes 
that may cause or worsen vulvar irritation. The vaginal area should be kept clean and dry by avoiding tight 
clothing and frequent or prolonged hot tub use. Douching is not recommended for prevention or treatment 
of VVC, and may actually predispose patients to VVC. The role of probiotics in the treatment of VVC remains 
unclear. 


RATIONALE: 
Correct Answer: 


* Regular hot tub use is recommended to clean the vaginal area - The vacinal area should be kept 
clean and dry by avoiding tight clothing and frequent or prolonged hot tub use. 


Incorrect Answers: 


e Harsh soaps and perfumes should be avoided - Patients should be advised to avoid harsh soaps 
and perfumes that may cause or worsen vulvar irritation, 


* Douching is not recommended for preventing or treating VVC - Douching is not recommended 
for prevention or treatment of VVC, and may actually predispose patients to VVC. 


* Patients should avoid wearing tight clothing - The vaginal area should be kept clean and dry by 
avoiding tight clothing and frequent or prolonged hot tub use. 


TAKEAWAY/KEY POINTS: 


In terms of non-pharmacological measures, patients should be advised to avoid harsh soaps and perfumes 
that may cause or worsen vulvar irritation. The vaginal area should be kept clean and dry by avoiding tight 
clothing and frequent or prolonged hot tub use. Douching is not recommended for prevention or treatment 
of VVC, and may actually predispose patients to VVC. 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L. eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L. eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Regular hot tub use is recommended to clean the vaginal area 


What is the most common pathogen responsible for causing esophageal candidiasis? 


Select one: 


Candida * 


parapsilosis Rose Wang (ID:113212) this answer is incorrect. Candida albicans is the most 


common causative pathogen of thrush and is also a common oral commensal fungus. 
Irt is also the most common cause of esophageal candidiasis. 


Candida krusei % 
Candida tropicalis % 
Candida albicans Y 


Question 7 
1D: 54861 
Incorrect 


Fag question 


Marks for this submission: 0.0/1.0. 
TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 
To understand the diagnosis, clinical presentation, and risk factors associated with common fungal infections. 


BACKGROUND: 


Oropharyngeal candidiasis, also known as thrush, is a localized infection of the oral mucosa caused by 
Candida species. Candida albicans is the most common causative pathogen of thrush and is also a common 
oral commensal fungus. It is also the most common cause of esophageal candidiasis. However, other non- 
Candida albicans species can cause oropharyngeal and esophageal candidiasis as well (e.g, C. glabrata, C. 
tropicalis, C. krusei, C. parapsilosis). In some cases, oropharyngeal candidiasis may extend into the esophagus, 
resulting in esophageal candidiasis, 


Risk factors associated with the development of oropharyngeal and esophageal candidiasis include the use 
of steroids and antibiotics, dentures, drug-induced xerostomia, head and neck radiotherapy, bone marrow 
transplant, smoking, disruption of oral mucosa caused by chemotherapy, ulcers, endotracheal intubation 
trauma, and burns. Immunosuppressed patients are also at higher risk of candidiasis (e.g, patients infected 
with human immunodeficiency virus, patients taking immunosuppressants, neonates, elderly patients, cancer 
patients, patients with nutritional deficiencies). Oropharyngeal candidiasis is the most common opportunistic 
infection in HIV patients. 


Symptoms of thrush include sore mouth, burning tongue, metallic taste, dysphagia, and odynophagia. Signs 
of thrush include diffuse erythema, as well as white patches on the surfaces of the buccal mucosa, throat, 
tongue, or gums. Patients with esophageal candidiasis may also have constitutional signs (e.g., fever). 
Scraping an active lesion for microscopic examination can assist in confirming the diagnosis of thrush if the 
presence of pseudohyphae and budding yeast is seen, but is generally not necessary. This is because 
isolation of Candida species does not distinguish between colonization and true infection, but cultures can 
be sent in those who are responding poorly to antifungal treatment. For suspected esophageal candidiasis, 
upper gastrointestinal endoscopy should ideally be done. The diagnosis can be confirmed by the histologic 
presence of Candida species in biopsy lesions taken during the procedure. It can also help exclude other 
causes of esophagitis (e.g, viral esophagitis, aphthous ulcers). 


It is important to initiate antifungal treatment in patients with oropharyngeal candidiasis to prevent 
progression to esophageal candidiasis, particularly in immunocompromised patients. Esophageal candidiasis 
is very debilitating and can result in decreased nutritional and fluid intake. A test of cure is not necessary 
given that Candida species are part of the normal oral flora. If possible, predisposing factors such as the use 
of corticosteroids, chemotherapy, and smoking, should be minimized. Patients should also be advised to 
practice proper oral hygiene. 


RATIONALE: 
Correct Answer: 


e Candida albicans - Candida albicans is the most common causative pathogen of thrush and is also a 
common oral commensal fungus. It is also the most common cause of esophageal candidiasis. 


Incorrect Answers: 


Candida parapsilosis - Candida albicans is the most common causative pathogen of thrush and is 
also a common oral commensal fungus. It is also the most common cause of esophageal candidiasis. 


Candida krusei - Candida albicans is the most common causative pathogen of thrush and is also a 
common oral commensal fungus. It is also the most common cause of esophageal candidiasis. 


Candida tropicalis - Candida albicans is the most common causative pathogen of thrush and is also a 
common oral commensal fungus. It is also the most common cause of esophageal candidiasis. 


TAKEAWAY/KEY POINTS: 


Candida albicans is the most common causative pathogen of thrush and is also a common oral commensal 
fungus. It is also the most common cause of esophageal candidiasis. However, other non-Candida albicans 
species can cause oropharyngeal and esophageal candidiasis as well (e.g, C glabrata, C. tropicalis, C. krusei, 
C parapsilosis). 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L., eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L, eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Candida albicans 


Which of the following is NOT a risk factor for development of oropharyngeal and esophageal candidiasis? 


Select one: 
a. Antibiotic use ¥ 
b. Smoking X% 


9 


Obesity ¥ 
Chemotherapy * 


& 


Rose Wang (ID:113212) this answer is incorrect. Risk factors associated with 
the development of oropharyngeal and esophageal candidiasis include use of 
steroids and antibiotics. dentures. drug-induced xerostomia. head and neck 


radiotherapy, bone marrow transplant, smoking, disruption of oral mucosa 
caused by chemotherapy, ulcers, endotracheal intubation trauma, and burns. 


Marks for this submission: 0.0/1.0. 


TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 


To understand the diagnosis, clinical presentation, and risk factors associated with common fungal infections. 


BACKGROUND: 


Oropharyngeal candidiasis, also known as thrush, is a localized infection of the oral mucosa caused by 
Candida species. Candida albicans is the most common causative pathogen of thrush and is also a common 
oral commensal fungus. It is also the most common cause of esophageal candidiasis. However, other non- 
Candida albicans species can cause oropharyngeal and esophageal candidiasis as well (e.g. C. glabrata, C. 
tropicalis, C. krusei, C. parapsilosis). In some cases, oropharyngeal candidiasis may extend into the esophagus, 
resulting in esophageal candidiasis. 


Risk factors associated with the development of oropharyngeal and esophageal candidiasis include use of 
steroids and antibiotics, dentures, drug-induced xerostomia, head and neck radiotherapy, bone marrow 
transplant, smoking, disruption of oral mucosa caused by chemotherapy, ulcers, endotracheal intubation 
trauma, and burns. Immunosuppressed patients are also at higher risk of candidiasis (e.g, patients infected 
with human immunodeficiency virus, patients taking immunosuppressants, neonates, elderly patients, cancer 
patients, patients with nutritional deficiencies). Oropharyngeal candidiasis is the most common opportunistic 
infection in HIV (human immunodeficiency virus) patients. 


Symptoms of thrush include sore mouth, burning tongue, metallic taste, dysphagia, and odynophagia. Signs 
of thrush include diffuse erythema, as well as white patches on the surfaces of the buccal mucosa, throat, 
tongue, or gums. Patients with esophageal candidiasis may also have constitutional signs (e.g. fever). 
Scraping an active lesion for microscopic examination can assist in confirming the diagnosis of thrush if the 
presence of pseudohyphae and budding yeast is seen, but is generally not necessary. This is because 
isolation of Candida species does not distinguish between colonization and true infection, but cultures can 
be sent in those who are responding poorly to antifungal treatment. For suspected esophageal candidiasis, 
upper gastrointestinal endoscopy should ideally be done. The diagnosis can be confirmed by the histologic 
presence of Candida species in biopsy lesions taken during the procedure. It can also help exclude other 
causes of esophagitis (e.g, viral esophagitis, aphthous ulcers) 


It is important to initiate antifungal treatment in patients with oropharyngeal candidiasis to prevent 
progression to esophageal candidiasis, particularly in immunocompromised patients. Esophageal candidiasis 
is very debilitating and can result in decreased nutritional and fluid intake. A test of cure is not necessary 
given that Candida species are part of the normal oral flora. If possible, predisposing factors such as use of 
corticosteroids, chemotherapy, and smoking, should be minimized, Patients should also be advised to 
practice proper oral hygiene. 


RATIONALE: 
Correct Answer: 


© Obesity - This is not a risk factor for oropharyngeal and esophageal candidiasis. 


Incorrect Answers: 


* Antibiotic use - Risk factors associated with the development of oropharyngeal and esophageal 
candidiasis include use of steroids and antibiotics, dentures, drug-induced xerostomia, head and neck 
radiotherapy, bone marrow transplant, smoking, disruption of oral mucosa caused by chemotherapy, 
ulcers, endotracheal intubation trauma, and burns. 


e Smoking - Risk factors associated with the development of oropharyngeal and esophageal candidiasis 
include use of steroids and antibiotics, dentures, drug-induced xerostomia, head and neck 
radiotherapy, bone marrow transplant, smoking, disruption of oral mucosa caused by chemotherapy, 
ulcers, endotracheal intubation trauma, and burns. 


* Chemotherapy - Risk factors associated with the development of oropharyngeal and esophageal 
candidiasis include use of steroids and antibiotics, dentures, drug-induced xerostomia, head and neck 
radiotherapy, bone marrow transplant, smoking, disruption of oral mucosa caused by chemotherapy, 
ulcers, endotracheal intubation trauma, and burns. 


TAKEAWAY/KEY POINTS: 


Risk factors associated with the development of oropharyngeal and esophageal candidiasis include use of 
steroids and antibiotics, dentures, drug-induced xerostomia, head and neck radiotherapy, bone marrow 
transplant, smoking, disruption of oral mucosa caused by chemotherapy, ulcers, endotracheal intubation 
trauma, and burns. 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L. eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 

[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L. eds. Pharmacotherapy: A Fathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Obesity 


‘Question © Which of the following statements is FALSE regarding oropharyngeal and esophageal candidiasis? 
1D: 54862 
Incorrect Select one: 


Sore mouth, metallic taste, and dysphagia are symptoms of oropharyngeal candidiasis % 


iasis Y 


Cultures must be sent prior to initiating antifungal treatment for oropharyngeal candi 
Upper gastrointestinal % 


Eon hodld be Rose Wang (ID:113212) this answer is incorrect. For suspected 

E tne esophageal candidiasis, upper gastrointestinal endoscopy should 

eoe alean diasis ideally be done. The diagnosis can be confirmed by the histologic 
presence of Candida species in biopsy lesions taken during the 
procedure. 


Patients with esophageal candidiasis may have constitutional signs (e.g. fever) * 


Marks for this submission: 0.0/1.0. 
TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 


To understand the diagnosis, clinical presentation, and risk factors associated with common fungal infections. 


BACKGROUND: 


Oropharyngeal candidiasis, also known as thrush, is a localized infection of the oral mucosa caused by 
Candida species. Candida albicans is the most common causative pathogen of thrush and is also a common 
oral commensal fungus. It is also the most common cause of esophageal candidiasis. However, other non- 
Candida albicans species can cause oropharyngeal and esophageal candidiasis as well (e.g., C. glabrata, C. 
tropicalis, C. krusei, C. parapsilosis). In some cases, oropharyngeal candidiasis may extend into the esophagus, 
resulting in esophageal candidiasis, 


Risk factors associated with the development of oropharyngeal and esophageal candidiasis include the use 
of steroids and antibiotics, dentures, drug-induced xerostomia, head and neck radiotherapy, bone marrow 
transplant, smoking, disruption of oral mucosa caused by chemotherapy, ulcers, endotracheal intubation 
trauma, and burns. Immunosuppressed patients are also at higher risk of candidiasis (e.g, patients infected 
with human immunodeficiency virus, patients taking immunosuppressants, neonates, elderly patients, cancer 
patients, patients with nutritional deficiencies). Oropharyngeal candidiasis is the most common opportunistic 
infection in HIV (human immunodeficiency virus) patients. 


Symptoms of thrush include sore mouth, burning tongue, metallic taste, dysphagia, and odynophagia. Signs 
of thrush include diffuse erythema, as well as white patches on the surfaces of the buccal mucosa, throat, 
tongue, or gums, Patients with esophageal candidiasis may also have constitutional signs (e.g., fever). 
Scraping an active lesion for microscopic examination can assist in confirming the diagnosis of thrush if the 
presence of pseudohyphae and budding yeast is seen, but this is generally not necessary. This is because the 
isolation of Candida species does not distinguish between colonization and true infection, but cultures can 
be sent in those who are responding poorly to antifungal treatment. For suspected esophageal candidiasis, 
upper gastrointestinal endoscopy should ideally be done. The diagnosis can be confirmed by the histologic 
presence of Candida species in biopsy lesions taken during the procedure. It can also help exclude other 
causes of esophagitis (e.g, viral esophagitis, aphthous ulcers). 


It is important to initiate antifungal treatment in patients with oropharyngeal candidiasis to prevent 
progression to esophageal candidiasis, particularly in immunocompromised patients. Esophageal candidiasis 
is very debilitating and can result in decreased nutritional and fluid intake. A test of cure is not necessary 
given that Candida species are part of the normal oral flora. If possible, predisposing factors such as the use 
of corticosteroids, chemotherapy, and smoking, should be minimized. Patients should also be advised to 
practice proper oral hygiene. 


RATIONALE: 
Correct Answer: 


* Cultures must be sent prior to initiating antifungal treatment for oropharyngeal candidiasis - 
Scraping an active lesion for microscopic examination can assist in confirming the diagnosis of thrush 
if the presence of pseudohyphae and budding yeast is seen, but this is generally not necessary. The 
isolation of Canaida species does not distinguish between colonization and true infection, but cultures 
can be sent in those who are responding poorly to antifungal treatment. 


Incorrect Answers: 


* Sore mouth, metallic taste, and dysphagia are symptoms of oropharyngeal candidiasis - 
Symptoms of thrush include sore mouth, burning tongue, metallic taste, dysphagia, and odynophagia. 
Signs of thrush include diffuse erythema, as well as white patches on the surfaces of the buccal 
mucosa, throat, tongue, or gums. 


* Upper gastrointestinal endoscopy should be performed in suspected esophageal candidiasis - 
For suspected esophageal candidiasis, upper gastrointestinal endoscopy should ideally be done. The 
diagnosis can be confirmed by the histologic presence of Candida species in biopsy lesions taken 
during the procedure. 


* Patients with esophageal candidiasis may have constitutional signs (e. 
constitutional signs may be prasent in patients with esophageal candidiasi 


jı fever) - Fever and other 


TAKEAWAY/KEY POINTS: 


Scraping an active lesion for microscopic examination can assist in confirming the diagnosis of thrush, but 
this is generally not necessary. For suspected esophageal candidiasis, upper gastrointestinal endoscopy 
should ideally be done. Symptoms of thrush include sore mouth, burning tongue, metallic taste, dysphagia, 


Question 9 
1D: 54863 


and odynophagia. Fever and other constitutional signs may be present in patients with esophageal 
candidiasis. 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L., eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L, eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Cultures must be sent prior to initiating antifungal treatment for oropharyngeal 
candidiasis 


Which of the following is recommended as first-line therapy for mild oropharyngeal candidasis? 


Select one: 
Oral fluconazole % 
Topical gentian violet X% 
Oral posaconazole % 
Oral v 
PAA Rose Wang (ID:113212) this answer is correct. The most commonly used treatment for 


uncomplicated cases of thrush is nystatin suspension 500,000 units swish and swallow 4 
times daily for a duration of 7 - 14 days. 


Mars for this submission: 1.0/1.0. 


TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 
To understand the management of common fungal infections. 


BACKGROUND: 


Oropharyngeal candidiasis, also known as thrush, is a localized infection of the oral mucosa caused by 
Candida species. Candida albicans is the most common causative pathogen of thrush and is also a common 
oral commensal fungus. It is also the most common cause of esophageal candidiasis. However, other non- 
Candida albicans species can cause oropharyngeal and esophageal candidiasis as well (e.g. C. glabrata, C. 
tropicalis, C. krusei, C. parapsilosis). In some cases, oropharyngeal candidiasis may extend into the esophagus, 
resulting in esophageal candidiasis. 


Risk factors associated with the development of oropharyngeal and esophageal candidiasis include the use 
of steroids and antibiotics, dentures, drug-induced xerostomia, head and neck radiotherapy, bone marrow 
transplant, smoking, disruption of oral mucosa caused by chemotherapy, ulcers, endotracheal intubation 
trauma, and burns. Immunosuppressed patients are also at higher risk of candidiasis (e.g. patients infected 
with human immunodeficiency virus, patients taking immunosuppressants, neonates, elderly patients, cancer 
patients, patients with nutritional deficiencies). Oropharyngeal candidiasis is the most common opportunistic 
infection in HIV (human immunodeficiency virus) patients. 


Symptoms of thrush include sore mouth, burning tongue, metallic taste, dysphagia, and odynophagia. Signs 
of thrush include diffuse erythema, as well as white patches on the surfaces of the buccal mucosa, throat, 
tongue, or gums. Patients with esophageal candidiasis may also have constitutional signs (e.g. fever). 
Scraping an active lesion for microscopic examination can assist in confirming the diagnosis of thrush if the 
presence of pseudohyphae and budding yeast is seen, but is generally not necessary. This is because 
isolation of Candida species does not distinguish between colonization and true infection, but cultures can 
be sent in those who are responding poorly to antifungal treatment. For suspected esophageal candidiasis, 
upper gastrointestinal endoscopy should ideally be done. The diagnosis can be confirmed by the histologic 
presence of Candida species in biopsy lesions taken during the procedure. It can also help exclude other 
causes of esophagitis (e.g, viral esophagitis, aphthous ulcers). 


It is important to initiate antifungal treatment in patients with oropharyngeal candidiasis to prevent 
progression to esophageal candidiasis, particularly in immunocompromised patients. Esophageal candidiasis 
is very debilitating and can result in decreased nutritional and fluid intake. A test of cure is not necessary 
given that Candida species are part of the normal oral flora. If possible, predisposing factors such as the use 
of corticosteroids, chemotherapy, and smoking, should be minimized. Patients should also be advised to 
practice proper oral hygiene. 


Topical antifungals are generally first-line for milder forms of oropharyngeal candidiasis. The most commonly 
used treatment for uncomplicated cases of thrush is nystatin suspension 500,000 units swish and swallow 4 
times daily for a duration of 7 - 14 days. Nystatin is well tolerated and does not interact with other 
medications since it is largely not absorbed from the gastrointestinal tract when administered orally. There 
are no clinically significant drug interactions with nystatin and resistance of fungi to polyenes is rare. 
Historically, topical gentian violet solution was commonly used for the treatment of oral candidiasis. 
However, this agent causes mucosal irritation, ulceration, and staining, which makes it difficult to assess for 
therapeutic progress and also reduces patient adherence. Thus, it is rarely used nowadays and not 
recommended as first-line therapy. 


Azoles are recommended as second-line options due to increasing rates of azole-resistant Candida species. 
Oral fluconazole at a dose of 100 - 200 ma daily for 7 - 14 days is the most commonly recommended azole 
and is recommended for moderate to severe oral candidiasis. In patients who are unable to tolerate oral 
therapy, fluconazole can also be administered IV, Fluconazole is considered the drug of choice for the 
treatment of oral candidiasis in HIV patients. Fluconazole has clinically significant drug interactions with a 
number of drugs (e.g. rifampin, warfarin, phenytoin, cyclosporine), In cases of fluconazole resistance, oral 
posaconazole or itraconazole can used as effective alternatives. 


Question 10 
1D: 54864 
Incorrect 
Y Fiag question 


Send Feedback 


Correct Answer: 


* Oral nystatin - The most commonly used treatment for uncomplicated cases of thrush is nystatin 
suspension 500,000 units swish and swallow 4 times daily for a duration of 7 - 14 days. 


Incorrect Answers: 


* Oral fluconazole - Azoles are recommended as second-line options due to increasing rates of azole- 
resistant Candida species. 


* Topical gentian violet - Gentian violet causes mucosal irritation, ulceration, and staining, which 
makes it difficult to assess for therapeutic progress and also reduces patient adherence. Thus, it is 
rarely used nowadays and not recommended as first-line therapy. 


* Oral posaconazole - Azoles are recommended as second-line options due to increasing rates of 
azole-resistant Candida species. 


TAKEAWAY/KEY POINTS: 


The most commonly used treatment for uncomplicated cases of thrush is nystatin suspension 500,000 units 
swish and swallow 4 times daily for a duration of 7 - 14 days. Gentian violet causes mucosal irritation, 
ulceration, and staining, which makes it difficult to assess for therapeutic progress and also reduces patient 
adherence. Azoles are recommended as second-line options due to increasing rates of azole-resistant 
Candida species. 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L. eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L. eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Oral nystatin 


All of the following are correct statements regarding fluconazole EXCEPT: 


Select one: 


Fluconazole 100 - 200 mg po daily for 7 - 14 days is used for moderate to severe oral candidiasis X 
Fluconazole is considered the drug of choice for treatment of oral candidiasis in HIV patients * 
Fluconazole may be given eae x 

aae AE OAE Rose Wang (D:113212) this answer is incorrect. In 


E aN E patients who are unable to tolerate oral therapy. 
‘fluconazole can also be administered IV. 


Fluconazole is contraindicated in patients taking warfarin or phenytoin Y 


Marks for this submission: 0.0/1.0. 


TOPIC: Fungal Infections 


LEARNING OBJECTIVE: 
To understand the management of common fungal infections. 


BACKGROUND: 


Oropharyngeal candidiasis, also known as thrush, is a localized infection of the oral mucosa caused by 
Candida species. Candida albicans is the most common causative pathogen of thrush and is also a common 
oral commensal fungus. It is also the most common cause of esophageal candidiasis. However, other non- 
Candida albicans species can cause oropharyngeal and esophageal candidiasis as well (e.g., C. glabrata, C. 
tropicalis, C. krusei, C. parapsilosis). In some cases, oropharyngeal candidiasis may extend into the esophagus, 
resulting in esophageal candidiasis. 


Risk factors associated with the development of oropharyngeal and esophageal candidiasis include use of 
steroids and antibiotics, dentures, drug-induced xerostomia, head and neck radiotherapy, bone marrow 
transplant, smoking, disruption of oral mucosa caused by chemotherapy, ulcers, endotracheal intubation 
trauma, and burns. Immunosuppressed patients are also at higher risk of candidiasis (e.g., patients infected 
with human immunodeficiency virus, patients taking immunosuppressants, neonates, elderly patients, cancer 
patients, patients with nutritional deficiencies). Oropharyngeal candidiasis is the most common opportunistic 
infection in HIV (human immunodeficiency virus) patients. 


Symptoms of thrush include sore mouth, burning tongue, metallic taste, dysphagia, and odynophagia. Signs 
of thrush include diffuse erythema, as well as white patches on the surfaces of the buccal mucosa, throat, 
tongue, or gums. Patients with esophageal candidiasis may also have constitutional signs (e.g. fever). 
Scraping an active lesion for microscopic examination can assist in confirming the diagnosis of thrush if the 
presence of pseudohyphae and budding yeast is seen, but it is generally not necessary. This is because 
isolation of Candida species does not distinguish between colonization and true infection, but cultures can 
be sent in those who are responding poorly to antifungal treatment. For suspected esophageal candidiasis, 
upper gastrointestinal endoscopy should ideally be done. The diagnosis can be confirmed by the histologic 
presence of Candida species in biopsy lesions taken during the procedure. It can also help exclude other 
causes of esophagitis (e.g, viral esophagitis, aphthous ulcers). 


It is important to initiate antifungal treatment in patients with oropharyngeal candidiasis to prevent 
raaraccion ta acanhaneal candidiacic narticularly in immunacamnroamiced natiante Feanhaneal candidiacic 
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tating and can result in decreased nutritional and fluid intake. A test of cure is not necessary 
given that Candida species are part of the normal oral flora. If possible, predisposing factors such as use of 
corticosteroids, chemotherapy, and smoking should be minimized, Patients should also be advised to 
practice proper oral hygiene. 


Topical antifungals are generally first-line for milder forms of oropharyngeal candidiasis. The most commonly 
used treatment for uncomplicated cases of thrush is nystatin suspension 500,000 units swish and swallow 4 
times daily for a duration of 7-14 days. Nystatin is well tolerated and does not interact with other 
medications since it is largely not absorbed from the gastrointestinal tract when administered orally. There 
are no clinically significant drug interactions with nystatin, and resistance of fungi to polyenes is rare. 
Historically, topical gentian violet solution was commonly used for the treatment of oral candidiasis. 
However, this agent causes mucosal irritation, ulceration, and staining, which makes it difficult to assess for 
therapeutic progress and also reduces patient adherence. Thus, it is rarely used nowadays and not 
recommended as first-line therapy. 


Azoles are recommended as second-line options due to increasing rates of azole-resistant Candida species. 
Oral fluconazole at a dose of 100-200 mg daily for 7-14 days is the most commonly recommended azole and 
is recommended for moderate to severe oral candidiasis. In patients who are unable to tolerate oral therapy, 
fluconazole can also be administered IV. Fluconazole is considered the drug of choice for treatment of oral 
candidiasis in HIV patients. Fluconazole has clinically significant drug interactions with a number of drugs 
(e.g, rifampin, warfarin, phenytoin, cyclosporine). In cases of fluconazole resistance, oral posaconazole or 
itraconazole can be used as effective alternatives. 


RATIONALE: 
Correct Answer: 
* Fluconazole is contraindicated in patients taking warfarin or phenytoin - Fluconazole has 


cally significant drug interactions with a number of drugs (e.g. rifampin, warfarin, phenytoin, 
cyclosporine). However, it is not contraindicated in patients taking warfarin or phenytoin. 


Incorrect Answers: 


* Fluconazole 100-200 mg po daily for 7-14 days is used for moderate to severe oral candidiasis - 
Oral fluconazole at a dose of 100-200 mg daily for 7-14 days is the most commonly recommended 
azole and is recommended for moderate to severe oral candidiasis. 


Fluconazole is considered the drug of choice for treatment of oral candidiasis in HIV patients - 
HIV (human immunodeficiency virus) patients should be prescribed fluconazole for treatment of oral 
candidiasis. 


Fluconazole may be given parenterally in patients who are unable to receive oral therapy - In 
patients who are unable to tolerate oral therapy, fluconazole can also be administered IV. 


TAKEAWAY/KEY POINTS: 


Oral fluconazole at a dose of 100-200 mg daily for 7-14 days is the most commonly recommended azole for 
moderate to severe oral candidiasis and may also be administered IV. Fluconazole is considered the drug of 
choice for treatment of oral candidiasis in HIV patients. Fluconazole has clinically significant drug interactions 
with a number of drugs (e.g., rifampin, warfarin, phenytoin, cyclosporine). 


REFERENCE: 


[1] Carver PL. Invasive Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, Posey L., eds. 
Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill 


[2] Brown TR, Dresser LD. Superficial Fungal Infections. In: DiPiro JT, Talbert RL, Yee GC, Matzke GR, Wells BG, 
Posey L, eds. Pharmacotherapy: A Pathophysiologic Approach, 10e. New York, NY: McGraw-Hill. 


The correct answer is: Fluconazole is contraindicated in patients taking warfarin or phenytoin 


Finish review 


roup of Companies. Ph is a registered trademark of PharmAchieve Corporation Ltd. and PEBC and the Pharmacy Examining Board of Canada are registered 
rk of the Canadian Diabetes Educator Certification Board. PharmAchieve is not affliated nor associated with the PEBC or the Canadian Diabetes Educator Certification 
Board, Terms and conditions 


